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eide excision, the principal treatment for chondro-
sarcoma, is difficult in the case of large tumors
originating from the trunk. The operation some-
times becomes nearly impossible when surround-
ng important organs are also infiltrated. In this article, we report
he case history of a patient with an extremely large chondrosar-
oma originating from the first rib and invading the mediastinum
nd the spine.
linical Summary
47-year-old man had a 20-year history of a hard mass on the left
ide of the neck. Chondrosarcoma arising from the left first rib had
een diagnosed at a university hospital where he underwent his
rst operation for the tumor. Thereafter, the mass recurred, and he
ad visited several medical institutions for neurologic symptoms in
he left arm and dyspnea on exertion. However, successful resec-
ion of the tumor was judged to be impossible because of its huge
ize and infiltration into the thoracic cavity, mediastinum, and
pine.
On admission to our hospital, blood pressure was normal.
owever, he was dyspneic and chest auscultation revealed
iminished breath sounds over the left lung regions. His head
as tilted about 30° to the right and a hard tumor was palpable
n the left side of his neck and left shoulder joint, with marked
estriction of the range of motion of the cervical spine. In
ddition, his left hand distal to the wrist joint was cold to the
ouch and the radial and ulnar arterial pulses were not palpable.
ulmonary function testing revealed a reduction of the percent
ital capacity to 57%. A plain x-ray film of the chest revealed
levation of the left hemidiaphragm and a large opacity with an
ll-defined border on the left side of his neck and left shoulder
oint measuring about 19  15 cm. The opacity was not
omogeneous and showed conspicuous calcification. On chest
omputed tomography, the tumor was found to extend from the
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86 The Journal of Thoracic and Cardiovascular Surgery ● Octohoracic cavity to the mediastinum and the spine, in contact
ith the aortic arch and the left carotid vessels, and to invade
he spine in the midline region. On magnetic resonance imag-
ng, the tumor showed low to iso-intensity on T1-weighted
mages and irregularly mixed low to high intensity on
2-weighted images (Figure 1). After injection of gadolini
1-weighted images showed enhancement of the regions sur-
ounding the tumor and spots within the tumor. On angiogra-
hy, the left subclavian artery was blocked several centimeters
rom its origin and an indentation was noted in the aorta
Figure 2).
The operation was performed by thoracotomy with resection of
he left clavicle and the left second rib. The tumor was first
ectioned and then removed while neurovascular bundles, which
ere compressed downward, were preserved. The lesion invading
he spine was curetted. Histopathologic examination of the re-
ected specimens confirmed the diagnosis of chondrosarcoma
grade 1 to 2). Although pleural effusion developed and dyspnea
orsened postoperatively, both were transient and the patient
radually recovered. Local recurrence developed in the spine 4
ears after the operation, and was resected. At present, 5 years
fter the operation, the patient is alive without any evidence of
ecurrence.
igure 1. On magnetic resonance imaging, the tumor showed
rregularly mixed low to high intensity on T2-weighted images. It
xtended from the thoracic cavity to the mediastinum and the
pine, in contact with the aortic arch and the left carotid vessels.
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urrent therapy for chondrosarcoma requires adequate surgical
xcision, because radiation therapy and chemotherapy have not
een shown to be effective.1 On the other hand, large chondros-
omas of the chest wall are difficult lesions to treat because of the
natomic proximity of vital neurovascular structures and the lim-
igure 2. Angiography showed that the left subclavian artery was
locked several centimeters from its origin and an indentation
as noted in the aorta.ted surgical margins that can be achieved. Intralesional surgery for
The Journal of Thoracichondrosarcoma is an inadequate procedure; however, sometimes
t cannot be avoided in the case of a large tumor originating from
he trunk, such as the chest wall or pelvis.2 With regard to prog-
ostic factors, both histologically high-grade malignancy and or-
gin from the trunk are known to be risk factors for local recur-
ence.1 However, only the former is considered to affect surv
irectly.3,4 Ozaki and associates5 also concluded that intralesiona
urgery for chondrosarcoma often leads to local recurrence, but it
oes not always result in metastases and death. This suggests that
good prognosis in terms of survival can be expected, even in
ases in which adequate wide resection cannot be achieved, so
ong as the histologic malignancy grade is low. It is important to
lan the treatment strategy for chondrosarcomas, which can occa-
ionally become huge, taking into consideration not only the size
nd anatomic location of the tumor, but also the histologic malig-
ancy grade of the tumor.
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